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Abstract
The return to social life after a hip fracture is a major concern for patients and a determinant factor in their recovery.

However, patients’ perceptions of social life after hip fracture are variable and context-dependent. By identifying these per-

ceptions and strategies of patients, interventions can be strengthened and modified. The aim of this study was to identify

patients’ perceptions of their social life after hip fracture. This qualitative study used inductive content analysis. Twenty

patients with hip fractures who were referred to Tehran University of Medical Sciences hospitals were purposefully selected

and included in the study. Data were collected through individual, face-to-face, in-depth, semi-structured interviews con-

ducted by a researcher experienced in carrying out such interviews. The interviews were recorded, immediately transcribed

verbatim, and analyzed in MAXQDA-10. The interviewing process continued until data saturation was reached. The data anal-

ysis led to the extraction of three categories: Disruption of normal social life, Minimal social life, and Social isolation. The

results indicated that the social life of these patients is influenced by physical conditions and contextual factors and progresses

over time. All patients experienced meaningful disruption of their social life after experiencing hip fractures and movement

limitations. The interdisciplinary perspectives provided by these findings can increase awareness of patients’ post-fracture
social life perceptions and conditions. These findings can also be used to design future programs for interdisciplinary inter-

ventions (involving sociology and medical sciences) to improve social life and increase the ability to return to a normal social

life. Recovery management for patients with hip fractures should be preventive and organized by an all-around team (involving

medicine, psychology, and sociology) based on patient-centered, community-based, and modern care strategies.
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Introduction
Hip fracture is one of the most common orthopedic fractures, a
serious and complex injury that has a challenging and lengthy
recovery process lasting a year or more. It is considered one of
the 10 most important factors of morbidity, mortality, and
increased health care costs. This fracture includes two types:
intertrochanteric fracture and femoral neck fracture.1,2 Most
studies have investigated the prevalence of acute and chronic
complications after hip fracture surgery.2–4 These patients
require long hospitalizations, complex surgeries, frequent
rehabilitation courses after discharge, and long-term care to
recover and restore mobility and activities. Many patients
lose the ability to live independently.3 At least 50% of patients
require help to perform normal daily activities, and about 25%

of them are transferred to long-term care centers for continued
care.2,4

After hip fracture, patients face challenges such as inabil-
ity to perform normal daily activities, loss of self-care ability
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and independence, poor mental function, reduced quality of
life, delay in wound healing, high rate of postoperative com-
plications due to immobility, long rehabilitation time, and a
high probability of reoccurrence of fractures.5,6 These chal-
lenges ultimately limit their individual social activities, role
playing, and ability to return to normal and social life. In
addition to movement restrictions and physical problems,
social isolation prevalence is reported to be 19%, inability
to perform activities is reported to be 13%.2,7 For people
with chronic disability and uncontrollable long-term compli-
cations, factors such as privacy, social participation, and
independence are jeopardized, which ultimately weakens
their social identity, social interactions, and increase social
exclusion. These can lead to physical, mental, and social
consequences.8,9

Some patients may not be able to communicate with the
outside world during hospitalization.8,10 Even after dis-
charge, some patients lose their ability to perform their
former roles.10 In general, after the disease, the person’s
core identity as a social being becomes severely unstable.10,11

Roles are never fixed in life, but they are very important for
one’s social existence. Lack of roles can have a profound
impact on the quality of one’s social life and their ability to
connect with the world.12,13

After discharge, patients still require continued care and
support, including homevisits, clinic andcare center check-ups,
evaluation of the patient’s life situation, planning for treatment
continuation, meeting physical, psychological, and social
needs, and consulting with family members and patients
about necessary lifestyle modifications and complications pre-
vention. These tasks are the responsibility of nurses.15,16

However, despite the importanceof post-discharge support pro-
grams, this process is not implemented in a serious and planned
manner in Iran, and nursing is one of the neglected job necessi-
ties. Evidence and clinical experience of the authors suggest
that people with hip fractures are discharged after surgery and
initial treatment without proper follow-up from treatment
staff, society, or even family members.17,18 This lack of
support can result in the absence of basic conditions and facil-
ities needed for independent personal activities and rehabilita-
tion, leading to postoperative complications and difficult
conditions.5,18

Humans are social beings, and social roles are essential for
social existence and health.19,20 Social identity is related to the
body and is displayed through it. Losing meaningful social
relationships and not playing a role in society can be very
destructive and have a profound impact on an individual’s
quality of life.5,9 Debilitating and chronic diseases with long-
term recovery processes can lead to the loss of social roles and
endanger one’s identity and social interactions, potentially
leading to social isolation if ignored.19,21 Social isolation
deprives individuals of formal and informal participation in
society, reduces social attachments, prevents the exchange
of thoughts and feelings, and leads to detachment.21,22 The
occurrence rate of social isolation depends on factors such
as the type of disease, personality characteristics, belief and

value systems, and economic, cultural, and social status of
individuals.23–26

Hip fractures affect all aspects of life, including physiologi-
cal, psychological, and social aspects of patients and their fam-
ilies.2,27,28 Although physical and functional aspects have been
considered more, patients may experience a sharp decline in
social activity, loneliness, and social isolation.15,29,30

However, their psychological and social aspects have often
been overlooked, and few studies have investigated patients’
participation in long-term social life and how they play their
roles.5,10Despite several qualitative studies examining patients’
experiences after hip fracture, no studies have specifically
focused on patients’ experiences with social life and relation-
ships.14,16 This study is based on the theory of symbolic inter-
action and aims to understand how social activities are
performed in people with hip fractures. By taking into
account participants’ views, beliefs, opinions, and experiences,
their social position and interactions with others, and the prob-
lems and conditions they face after a fracture, we can identify
their perceptions of their social life conditions and provide
better care to help their health. In Iran, evidence suggests that
individuals with hip fracture are discharged after surgery and
initial treatment without any follow-up by the healthcare pro-
viders, community, and occasionally even their families.12,30

As a result, many of these patients lack family and social
support and also the necessary facilities to perform their per-
sonal activities independently, and these deficiencies can lead
to higher rates of postoperative complications, poor living con-
ditions, and even social isolation. This study aims to investigate
patients’ experiences and perceptions of their social life after
hip fracture, which has not been studied in the socio-cultural
context of Iran.

Methods
This qualitative study was conducted using interviews and
inductive content analysis.31,32

Participants
The participants included 20 patients with hip fractures who
had been selected from diverse backgrounds in terms of
gender, age, education, and duration of living with the condi-
tion. Interviews were conducted with people who had under-
gone surgery to repair a hip fracture.

The participants were selected by purposive sampling
with maximum variety. Patients, who had the desire and
ability to participate in the research, talk about and express
their experiences and spoke Persian entered the study.
Subjects have approached the patients in orthopedic clinics
and wards of hospitals affiliated with the Tehran University
of Medical Sciences. These hospitals are the main referral
centers for patients from different cities in the country.
Many orthopedic patients from different cities come to
these centers for surgery.
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The Inclusion Criteria Included the Following

1. People with hip fracture hospitalized/with a history of
hospitalization in the orthopedic departments of
Tehran University of Medical Sciences hospitals in
the last two years.

2. Not having underlying psychological and cognitive
disorders.

3. The ability to speak and express experiences with per-
sonal feelings and perceptions.

Exclusion Criteria Included the Following

1. Dissatisfaction and willingness to conduct an inter-
view at any stage of the study.

2. Acute clinical condition of the person during the
interview in such a way that the patient is not able
to continue the interview.

In our study, no sample was excluded until the end of the
study.

Data Collection
Data collection and analysis for this study took eight months
between February and October 2020. Data were collected
through semi-structured individual interviews, observation,
and field notes. In most cases, the first question posed to ini-
tiate the interview was “Please describe a day in your life
after experiencing hip fracture,” and “Describe your living
conditions and feelings after experiencing hip fracture.”
Then, based on the interview guide and participants’
responses, other questions were asked, such as “Has your
life changed after the fracture compared to before?”, “How
are your personal, social, and occupational relationships
after the fracture? Have they changed? Have you felt
lonely during this time? What has caused this feeling of
yours?”, “What were your most significant concerns after
the fracture? Additionally, exploratory questions such as
“Can you provide more details?” were used as needed
during the interviews.

Interviews were conducted in a quiet place in the hospi-
tals’ orthopedic wards and clinics, and each interview
lasted between 45 and 60 min, depending on the patient’s
willingness to continue. The interviews continued until no
new themes emerged during the session. The first author con-
ducted the interviews in Farsi, which were later translated
into English. The interviews were recorded, immediately
transcribed verbatim after each session, and analyzed in
MAXQDA-10. The interviewing process continued until
data saturation.

Data Analysis
The data was analyzed using inductive content analysis.33

The recorded interviews were transcribed and reviewed mul-
tiple times by the researcher to gain a comprehensive under-
standing of the data. The interview texts were then divided
into meaning units, which were summarized and condensed.
Each interview sentence was compared to the study objec-
tives, and if they had an obvious or semantic relationship,
they were taken as a code. The extracted codes were then
compared for similarities and differences, and those with
conceptual similarities were grouped into categories. These
categories were named according to the meaning they con-
veyed. In the next step, all the categories were compared
with each other, and those that were similar were combined
to form larger categories. Eventually, main categories were
extracted and given name.34

Trustworthiness
Ensuring the trustworthiness of the study was important in all
stages of the qualitative study.31 The researchers had clinical
experience in orthopedics, had conducted many qualitative
studies, and were fully familiar with the study subject.
Interviews were conducted by a nursing PhD student experi-
enced in in-depth interviews, who had no role in caring for the
participating patients. Peer checkingwas used to ensure the cred-
ibility of the study results, and the data was independently
encoded and categorized by the authors. Disagreements about
the categories were resolved through discussion until a general
agreement was reached.

Member checking was also conducted, and a summary of
the extracted categories was distributed among some of the
participants for confirmation. Additionally, careful auditing
was performed in the early stages of the study and during
the data collection phase, and a person familiar with qualita-
tive studies and content analysis who was not a member of
the study team randomly reviewed and validated several of
the recorded interviews.

Ethical Considerations
The study was approved by the Ethics Committee of Tehran
University of Medical Science (TUMS) (Number:
IR.TUMS.FNM.REC.1398.217). The study objective and
method were explained to the participants, and they were
informed that they could withdraw from the study at any
time without penalty. Informed consent was obtained from
the participants, and they were assured that their answers
were confidential.

Results
The study aimed to explore the patients’ perceptions and
experiences of their social life after hip fracture. Data were
obtained from 20 individual interviews with the participants
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which continued until data saturation. Participants’ ages
ranged between 26 and 79, 11 were female and nine were
male, and their education level varied from illiterate to
master’s degree. These and other patient characteristics are
shown in Table 1. The participants expressed their views
and experiences. The analysis of the data led to the extraction
of three categories, Disruption of meaningful social life,
Minimal social life, and Social isolation (Table 2).

Disruption of Normal Social Life
According to the interviews, one of the most significant prob-
lems experienced by people after a fracture is the disruption
of their meaningful social life. The majority of patients real-
ized that they had lost the meaning of their former social life,

which was gradually disrupted. The sub-categories include
personal problems after the fracture, social consequences
due to the loss of physical mobility, consequences of losing
roles, social identity at risk, inability to manage social life
problems, and denied social claims.

Most patients with hip fractures of different demographic
characteristics (age, sex, and social status) referred to the loss
of their normal social life after the fracture. According to the
patients’ statements, basic concepts such as an inactive life-
style, painful daily life, catastrophe of simple social activities,
and tedious days were formed. Some people continued to
emphasize the persistence of the hardships of their social
lives, despite the long time after their fractures (at least 6
months). Even a number of patients described the process
of their daily lives as a disaster. Therefore, a repeated
common complaint among all patients of different ages and
life conditions was the problem of disrupting the usual
former social life. In this regard, a young male patient (35
years old) stated about his continued disability and loss of
his former social status:

“I used to have a job when I was healthy, and I could work
and have a good social status, but now I’m a burden on my
dad’s shoulders, and there’s nothing I can actually do, and
my life is already limited, hard, and painful. It’s a tragedy
for me that I can only move with a lot of pain and difficulty
for simple everyday tasks like going to the bathroom, moving
with a walker, and worse is that I don’t know how long it
lasts.”

One year later, a 56-year-old woman suffered a fracture
due to her inability to return to a normal life and is alone.
She cannot do her usual activities:

Table 1. Demographic Characteristics of Study Participants.

Age Gender Marital Status Education Duration of treatment Socio-economic status

51 Female Divorced Master’s degree 1 Years Good

59 Female Widow High school diplomas 45 Days Moderate

34 Male Single Bachelor’s degree 35 Days Moderate

84 Male Married Bachelor’s degree 14 Days Good

79 Female Widow Junior school 60 Days Moderate

43 Female Married Bachelor’s degree 6 Months Moderate

48 Male Married Bachelor’s degree 4 Months Moderate

26 Female Single Bachelor’s degree 2 Months Good

55 Female Married Bachelor’s degree 1 Years and 6 Months Moderate

60 Male Married Junior school 6 Months Moderate

76 Male Widow Bachelor’s degree 5 Months Moderate

70 Female Married High school diplomas 1 Years and 4 Months Moderate

45 Male Married High school diplomas 1 Years Good

65 Male Widow Junior school 8 Months Good

59 Female Bachelor’s degree 1 Years and 4 Months Poor

35 Male Single High school diplomas 9 Months Poor

42 Male Single High school diplomas 7 Months Poor

37 Female Single Bachelor’s degree 1 Years and 5 Months Moderate

74 Male Widow Junior school 1 Years Poor

56 Female Widow High school diplomas 1 Years and 6 Months Poor

Table 2. Category and Subcategory of Study.

Category Subcategory

Disruption of normal

social life

Personal problems after fracture

Social consequences due to loss of physical

mobility

Consequences of loss of roles

Social identity at risk

Inability to manage social life problems

Denied social claims

Maintaining minimal

social life

Practical adaptation of expectations with

physical abilities

Efforts to maintain social functioning

Social isolation Absolute anti-socialization

People’s disconnection with patients

Preference for loneliness and silence

Gradual isolation
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“What can I do? Well, I can’t go anywhere alone. I can’t buy
anything in the outside market. I can’t even cook alone or do
housework. Maybe I’ll be busy and my mood will improve.
Neither physically nor mentally, I feel that I can’t do any-
thing, that’s why I fell in the corner of the house and I
keep sleeping all day, I’m alone at home, my daughter and
my husband come in the evening and they are both tired,
I eat dinner with them and then they go to sleep. My daughter
has no time for me anymore.

Social Consequences of Loss of Physical Mobility. One of the
most significant problems in people with hip fractures was
the long-term movement limitation and loss of physical
mobility, which had different physical, psychological, and
social consequences according to their life conditions. The
loss of job conditions, loss of professional roles with move-
ment disability, loss of active social presence, the impossibil-
ity of attending public gatherings, the impossibility of being
in the workspace, absence of attendance in public with move-
ment aids, and limited presence in the public arena (public
space) are among the social consequences of losing physical
mobility. Most of these patients with movement disabilities
had a poor and imperfect perception of themselves and
limited their social connections and active presence in
friends, family, and public gatherings. A young patient
stated:

“I’ve been involved in this for three months now, and I
haven’t been able to go to work. I don’t know whether
they’ll renew my contract again next year or not, but I’m
really worried. If I can’t go to work, I’ll be destroyed. In
the three months that I didn’t go to work, I lost touch with
everyone. I mean I wasn’t in the mood for relationships. I
kind of walked away from colleagues and even people
outside the workplace, so they lost touch too. I was
forgotten.”

What was evident in the interviews was the concern for
the continuation of the job in younger people, and one of
their main concerns was the disturbance in their occupational
status and social communication following fractures and dis-
abilities. Although older patients had fewer occupational and
economic concerns, they were more concerned about loneli-
ness and the inability to perform personal activities.
Therefore, the pre-fractured positions and roles of individuals
are important factors for these concerns. Most of the young
and elderly patients, except for a few cases with excellent
economic status, had concerns about the imposition of the
financial burden on the family according to the job status
and medical costs. A patient concerned about their disability
states:

“A month ago, I was perfectly on my own and a successful
tailor. But now, I’m miserable and crippled, unable to do
even simple personal activities such as taking a bath or
going to the restroom, let alone going to work. With this

walker, I don’t think I can ever lead a successful life like
before”.

In most interviews, patients were reluctant to communi-
cate with the outside world, such as friends, colleagues,
family, and public gatherings, and had completely restricted
their relationships. According to the contextual conditions,
the subjects had different reasons for avoiding public gath-
erings, but most patients emphasized feeling incomplete,
their imperfections, and lack of consideration for their
movement disabilities from others. One of the patients
stated:

“It’s really hard for me to walk a long way with the walker.
I get very tired outside, so I prefer to stay inside. I find it
embarrassing to walk with a walker outside. People start
asking questions, and I have to explain to everyone about
my situation. It’s annoying” (men, 60 years old).

The meaning of social life is quite different for people
with different contextual conditions, but what is important
was that patients’ perspectives changed after a hip fracture.
Four months after the fracture, a 35-year-old male patient
talked about the reduction of the significance of his social
life due to his inability to continue his former job, saying:

“This fracture had a very bad impact on me, and it really dis-
tanced me from my job, my family, and my friends. I haven’t
had any special activities during this time, no work, no enter-
tainment, and I have lost touch with my friends and col-
leagues for a long time. They don’t ask after me, and I’m
even lonelier.”

Social Identity at Risk. Some younger patients were breadwin-
ners and supporters of their families before the fracture, but
playing this role was impossible after the accident. In addi-
tion, by realizing their complete physical dependence on
others, they saw themselves as physically disabled and a
burden on their families. All patients, whether elderly or
younger, felt that they were not acceptable among their fam-
ilies, relatives, and colleagues due to their continued inability
to play their former roles in a way that their social identity
was at risk. One of the patients in relation to disability in
foster care and family support said:

“Well, I’m a father and the breadwinner of the family, but
ever since I had this accident, I have been a burden on my
family rather than a supporter. It’s been a few months that I
have not gone to work without any other source of income.
My family cannot afford my expenses, and I feel useless
and think nobody cares about me anymore.”

Most patients with hip fractures, after discharge due to
movement limitations and subsequently their dependence
on others, have become isolated and incapable of doing
their former social activities, hobbies, and recreations. This
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has even affected their interactions with friends, colleagues,
and neighbors. One of the patients said:

“I’ve been in therapy for a few months, and I’ve lost touch
with friends and colleagues. I mean, I was mentally and phys-
ically bored, and they didn’t ask after me either. I didn’t have
any fun. My life has become monotonous with boring rou-
tines. It’s all sleeping. I’m bored.”

Social Unfulfilled Social Demands. Most of the patients in this
study referred to the negligence of their social demands
and needs as patients by those around them and the commu-
nity. Unfortunately, during the treatment process after hip
fracture, only the physical needs of the patients had been
taken into consideration, and other aspects were completely
neglected. The patients who participated in this study empha-
sized that their social needs and demands were not only
neglected by the healthcare system and hospital during hos-
pitalization but also completely ignored after discharge by
family members and the social environment.

A woman who suffered a hip fracture a year ago and
underwent a long-term treatment process has undergone hip
replacement surgery. She believes that she has been
completely forgotten by her family, friends, and colleagues:

“After this fracture, everyone shuns me so much that I don’t
want to hear from them anymore. It was hard for them to take
me out with walkers and crutches and help me, so they don’t
invite me to any parties or gatherings at all.”

Most patients with a pessimistic view thought that people in
society had become indifferent to each other’s pain and suffer-
ing. There isn’t even an association to support and help them
return to society. Another patient with 65 years old stated:

“When you can’t go to work and you’re at home, that means
you have no place in society. Naturally, everyone ignores
you, not even your colleagues or your boss supports you.
When you have no efficiency or function, you are forgotten,
and there are no support or facilities by which you can return
to society.”

Maintaining Minimal Social Life
Social life consists of at least two sub-categories: practical
adaptation of expectations with physical abilities and
efforts to maintain social functioning. Several patients had
reached a new kind of acceptance of life and social conditions
after their initial efforts to save their lives from the many
problems after a hip fracture. Some patients adapted their
expectations to physical abilities after fractures and tried to
maintain their social function despite all limitations. Of
course, in order to maintain a minimal social life, all contex-
tual determinants should be controlled because patients may
move towards social isolation as the situation deteriorates
very quickly.

Practical Adaptation of Expectations with Physical Abilities. A
number of patients, especially the older ones, had practically
adapted their lives to physical limitations after fractures in
such a way that due to more limited activities in the pre-
fracture period, they could adapt to their new physical limita-
tions and movement aids like walkers and crutches more
easily than younger patients during daily activities and
avoided doing hard activities alone. Also, some patients
had accepted the impossibility of returning to their former
abilities. A 65-year-old male patient who could walk with a
walker after 8 months stated:

“I don’t really know how you get along, but I suffered so
much that I’m satisfied with this situation right now. I think
I’m never going back to my former abilities and life. It’s
like a new stage has begun in my life, and I’m trying to
think less about the past and practice using crutches more
to try to stand on my own. From now on, I will work as
much as I can and do less hard work.”

Efforts to Maintain Social Functioning. A number of patients,
especially family supporters and younger people at different
stages of fracture, were trying to keep their jobs and were
somehow searching for job security so that they would not
lose their jobs due to their disabilities. They also tried to
establish social connections in accordance with their limita-
tions so that they could maintain minimal social relations
and participate in social events in accordance with their cir-
cumstances. In this way, they communicated virtually and
in person with their neighbors and friends so that they
would not be put off by physical limitations following a frac-
ture and maintain minimal social relations. Therefore, most
of these people sought to maintain social activities after the
acute stage of fracture. One patient said:

“I was very active at home as well as at work, and now it’s
been 4 months that I am dealing with a fracture. I can walk
with a walker now, but I can’t go to work. So, I started
working from home. I really want to continue my work, oth-
erwise, I get worse. I keep telling my wife to help me get out
to keep in touch with the neighbors and people outside, and I
don’t really like spending my time in bed to recover.”

Some patients had experienced compulsory and optional
reductions in their communication and social activities
during their treatment process. However, a number of
patients who had achieved minimal social life through
efforts had less isolationism and loneliness and continued a
minimal flexible life.

Social Isolation
Social isolation is a complex issue that can result in physical,
psychological, social, and economic problems for patients.
Effective communication requires reciprocal feedback from
both parties, and when feedback is lacking, communication
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can be disrupted. In this study, many patients experienced
reluctance to communicate due to physical limitations,
while others did not receive feedback from those around
them, leading to disrupted interactions.

Social isolation can manifest in various ways, including
disconnection from others, a preference for loneliness and
silence, and gradual isolation. Contextual factors also play
a significant role in patient isolation. Patients may reach a
point of complete disconnection and anti-socialization by
rejecting support and ignoring concerns from those around
them. This can lead to lost contact with family and friends,
and eventually, a preference for loneliness and isolation.

Some patients may struggle with anti-socialization by
accepting their inability to engage in their former social
roles, which can lead to avoidance of group gatherings. For
example, one patient shared that they distanced themselves
from others after losing their social identity due to their phys-
ical and mental condition.

“I lost my identity and social status after this incident, so I
distanced myself from everyone. However, due to my phys-
ical and mental conditions, I did not like to be seen in public,
and whenever my mother tried to take me to a family gather-
ing or a party, I resisted. I haven’t seen or talked to my col-
leagues and friends in a long time, because no one
understands me, and I’ve let go of all the gatherings and
even virtual groups.”

Another patient attributed their isolation to rejection by
their family.

“Since my family has abandoned me, I don’t expect anything
from others anymore and all I do is sleep.”

Discussion
The study found three main categories of patient experiences:
disruption of meaningful social life, minimal social life, and
social isolation. Patients with continued movement limita-
tions resulting from fractures experienced personal and
social problems that disrupted their social life and threatened
their identity.

According to a review study on long-term complications
of hip fractures, survivors of this type of fracture experience
deterioration in movement, independence, health, self-care,
social participation, and quality of life, indicating a disturb-
ance in their normal and social life.18 Unmet needs, feelings
of idleness and inefficiency, and a perception of lagging
behind in social life contributed to negative mentalities
about their abilities, which can affect their social
performances.7,29

Most patients after a long period of fracture still have
physical dependence and an inability to play their roles in
life which can be one of the threatening factors in their
social life.35 Also, the disruption of job conditions and the
inability to attend social gatherings with movement aids
make them shun society completely.36 By examining the

patients’ experiences of fractures, Tutton et al mentioned
the point of trying to maintain relationships to attract the
support and help of those around them, which most patients
experienced to maintain their social life.37

One of the important dimensions of disruption in the
normal social life of these patients is jeopardizing the individ-
ual’s independence and privacy. Human beings are indepen-
dent individuals on one hand and on the other hand, are
considered social beings because of their relationships and
interactions with others, therefore, they have a dual identity.1

Privacy and respect for the privacy of individuals are moral
principles and common values.38,39

Normally, due to the nature of the disease and the contin-
uous dependence and movement limitations of patients with
fractures, their privacy is in jeopardy and since the relation-
ship between medical staff and patients is also in the
domain of human social life, patients’ privacy and respect
for it is important in this regard. Privacy is discussed at dif-
ferent levels and dimensions in the relationship between the
patient and the medical staff. Paying attention to different
aspects of patients’ privacy and ethical relationship with
them can be helpful in improving their social life status.
However, most patients complained about the violation of
their privacy by the medical staff, their family caregivers,
and non-family caregivers.3,39

Most of the studies that have been conducted on patients
with hip fractures have emphasized the patients’ dependence
on doing the smallest personal tasks. However, the effects
and consequences of these limitations on their mental lives
were not investigated.40 Of course, the way the needs of
the dependent patients are met by those around them will
have an impact on the type of its consequences. Also, the
patient’s dependence is related to their ability to return to
the level of daily activities.41,42

One of the challenges of over-dependence on others is that
if one does not gain the appropriate attention and affection
from those around them, in addition to having a feeling of
unfulfilled social demands, they begin to have irrational
doubts about their value to others, which has a negative
impact on one’s emotions and perceptions, especially self-
esteem.28,41,43,44 In a qualitative study with a phenomenol-
ogy approach, Olsen et al included patients’ experiences in
three main themes: “feeling of vulnerability,” “gap between
self-reliance and dependency,” and “disruption in normal
life.”11 In this study, patients stated that they felt constant
sadness and vulnerability during the long-term treatment
process. They had experienced a lot of stress between
dependency and relative independence. Finally, they
achieved limited and disrupted social life with a loss of
normal movement ability.11 The results of this study indi-
cated the threat to individual and social identity following
the feeling of loss of independence, inability to continue
the former supportive roles, and a decrease in acceptability
in personal and social relationships which exacerbated the
disruption of patients’ meaningful social life. Tewari et al
stated that understanding the patients with hip fractures,
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their independence and self-care can affect the improvement
of their personal and social identity and care-related pro-
grams are necessary for them to gain their independence.36

In a qualitative study, Gesar et al emphasized the need to
maintain independence, self-confidence, self-esteem, and
meaningful life for understanding the recovery of the
patients.8

Minimal Social Life
In the present study, some patients had adapted to their phys-
ical limitations by accepting the impossibility of returning to
their former lives. They limited their daily obsessions and
avoided strenuous activities to achieve a minimal social
life. These patients made effective efforts to improve their sit-
uation and reached a level of social functioning with minimal
dependence on others. Balancing rest and activity was crucial
for these patients, and they had to plan their daily activities to
maintain energy while adhering to the principles of care and
proper movement. Failure to do so could result in unpleasant
complications and exacerbation of disabilities.9,11,17

Another study reported that the recovery rate of these
patients is unknown, but they should be able to adapt to a
more limited and slower lifestyle without worrying.8,9 This
finding is consistent with the concept of minimal social life
in the present study, where some patients, particularly the
elderly, accepted their limitations and continued living with
limited abilities during the early stages of recovery.
Maintaining social functioning is an important aspect of a
minimal social life.22 Some patients continued to interact
socially, participate in activities, and engage in their occupa-
tions to maintain minimal social relations. Family and the
supportive environment played a significant role in achieving
social life, along with contextual factors such as patients’
sociable personalities before the fracture and their former
social status.18,42–44

In the present study, patients’ main concern was the dis-
ruption of their meaningful social life. Some patients
achieved a limited social life by compromising their expecta-
tions and finding satisfaction and adaptation. In another study
by Healee et al, patients; main concern was their ability to
return to their usual physical, social, and psychological activ-
ities. They defined recovery as a minimal and relative
improvement in physical and social performance, while
some patients had not resumed their usual psychosocial
behaviors.14 The characteristics and concepts of the relative
recovery process in this study were closely related to the
minimal social life achieved by some patients in this study.
The most important common feature was the adaptation to
minimum empowerment and normalization of the restricted
social life by some patients with better socio-economic
conditions.

During the treatment process, individuals had to change
their roles from active family members to patients and from
supportive to supported individuals. These roles were often
influenced by the context and modeled on the perceived

roles of patients. However, acceptance of the role change
by the patients and those around them played a crucial role
in achieving minimal social life.6,14 In the present study,
patients sought security for continuing their jobs and chang-
ing their forced roles after movement limitations.
Unfortunately, most patients did not achieve this security
and acceptance of role changes by themselves and those
around them. Therefore, understanding access to minimal
social life is a fragile stage, and with the slightest uncertainty
and exacerbation of patients’ conditions, it may lead to social
isolation strategies.

The strategies used by people in different critical situa-
tions such as diseases are dependent on culture and environ-
ment. In Iranian Islamic society, the role of culture in dealing
with fracture and its management and the social life of people
after experiencing hip fracture cannot be ignored. In this way,
people with religious beliefs sought to alleviate their condi-
tions. In some other studies, the experiences and strategies
of patients in different cultures have been mentioned.14,25,36

Conclusion
In this study, patient’s perceptions of their social life after hip frac-
ture were depicted. The results of this study indicated that the
social life of these patients is processing, developing and progres-
sive and dependent on physical conditions and contextual factors.

All patients experienced disruptions in their normal social
lives after suffering hip fractures and movement limitations.
Some patients adapted to their physical conditions and limi-
tations and were able to achieve minimal social engagement
while continuing their social activities and roles within these
limitations. However, achieving and maintaining a minimal
social life depended completely on the patients’ perceptions
of their contextual conditions and recovery. At this stage,
patients are in a very unstable condition as they try to
adapt. Interestingly, older people found it easier to accept
these limited social conditions and had better compliance
with their life limits after fractures, while younger and
more active patients were not as resistant to post-fracture
restrictions and tended to withdraw from social interactions.
Therefore, contextual factors and personal characteristics
play a crucial role in patients’ post-fracture social lives.

The interdisciplinary findings presented here can be used
to increase awareness of patients’ perceptions of their post-
fracture social life conditions and to design future programs
that develop and evaluate interdisciplinary interventions in
sociology and medical sciences. These programs aim to
improve social life and increase patients’ ability to return to
a normal social life. Recovery management and returning
to a minimal social life of patients with hip fractures
should be done preventively and organized by a multidisci-
plinary team that includes medicine, psychology, and sociol-
ogy based on patient-centered, community-based, and
modern care strategies. In every culture and society, it is pos-
sible to plan interventions by knowing the perceptions of
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patients to improve their mental and social condition after
experiencing a hip fracture.

Limitations
Our study had several limitations. One of the limitations of
qualitative studies is the dependence of the research findings
on various conditions, particularly time and location,45,46 and
this study is no exception to this rule. The sampling of this
study was during the covid-19 epidemic and the restrictions
created after this epidemic as well as its effect on the
process of treatment and care of patients may have been
effective in some aspects of the lives of patients with hip frac-
ture, especially psychological and social aspects.45,46 Also, in
all the interviews, the effort was to follow the health proto-
cols so as not to threaten the patients during the interview
sessions.

The challenge raised by the patients was the concern about
revealing their statements and speech to family members and
others. The researcher tried to keep the peace of the partici-
pants by assuring them and stating the purpose of the
research and maintaining confidentiality. Another challenge
was the rapid fatigue of the patients during the interviews,
which was tried to be conducted in several times in elderly
people who get tired earlier.
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